The conflict in Syria has been called the gravest humanitarian crisis of our time, resulting in mass displacement of the Syrian population both internally and worldwide. Over 13.5 million people inside Syria (74% of the population) are in need of humanitarian aid (Office for the Coordination of Humanitarian Affairs, 2016) and over 5.8 million Syrians have fled their country; 4.8 million are residing in neighboring countries such as Turkey, Jordan and Lebanon, many after moving on multiple occasions (Office of the United Nations High Commissioner for Refugees [UNHCR], 2016). Over half of Syrians displaced are children, forming one of the largest groups of refugees worldwide, and of these, almost 75% are under the age of 12 (UNHCR, 2014) . The number of Syrian refugees continues to grow and the need for humanitarian aid continues to increase.
Conflict and displacement can have a significant impact on mental health (Almoshmosh, 2016) . Recent studies assessing the mental health of Syrian child refugees identified a wide range of psychological problems (Cartwright, El-Khani, Subryan, & Calam, 2015; Mercy Corps, 2014) , such as clinical levels of anxiety, withdrawal, difficulties sleeping, and grief. Research has found 54 -60% of children displaced by the Syrian conflict show signs of depression, 41%-60% of PTS, and 25% report psychosomatic symptoms daily (Abou-Saleh & Mobayed, 2013; Marwa, 2013; Mobayed, 2014; Özer, Ş irin, & Oppedal, 2013) . Studies report violent and war-related play, and aggressive behavior among Syrian refugee children (Cartwright et al., 2015; James, Sovcik, Garoff, & Abbasi, 2014) . Humanitarian agencies (International Medical Corps [IMC] & UNICEF, 2013 UNHCR, 2014; War Child Holland, 2013) and systematic review of studies of the mental health of refugees displaced by the Syrian conflict (Quosh, Eloul, & Ajlani., 2013) stress the urgent need for culturally appropriate mental health care and psychosocial and communitybased support.
Parental support and monitoring are strong predictors of children's psychological well-being in conflict and displacement settings (Chrisman & Dougherty, 2014; Kirmayer et al., 2011; Tol, Song, & Jordans, 2013) . A child's adjustment to wartime stress is reliant not only on their own individual responses and qualities, but very significantly on the availability of support that they may receive from their parent or primary caregiver and quality of relationships (Betancourt, & Khan, 2008) . Reduction in supportive parent-child relationships can increase the impact of traumatic events on children. A study of Palestinian children found a negative relationship between parental support and PTS (Thabet, Ibraheem, Shivram, Winter, & Vostanis, 2009 ). More recent studies have also found that poorer family functioning is a significant risk factor for children's experience of PTS (Berkowitz, Stover, & Marans, 2011; Trickey, Siddaway, Meiser-Stedman, Serpell, & Field, 2012) . A study in Afghanistan demonstrated that family factors were more significant for children's mental health than the nature or experience of conflict that they had experienced (PanterBrick, Goodman, Tol, & Eggerman, 2011) . Adolescents in Za'atari refugee camp, Jordan identified parenting and supportive relationships as key for their own resilience (IMC & UNICEF, 2014) . It is clear from the evidence that parent support and positive family functioning are protective for children in conflict, and therefore strengthening these has the potential to be valuable.
The reality of displacement is that families are often forced to separate from their social groups and support networks, leaving caregivers lonely and struggling (Thorleifsson, 2014) . In a qualitative study in refugee camps in Turkey, Syrian refugee mothers described how trauma and loss and severe stress caused by poor living environments and uncertainty about the immediate and long-term future had made it difficult for them to maintain positive parenting strategies (El-Khani, Ulph, & Calam, 2018 , El-Khani, Ulph, Peters, & Calam, 2016 . Sixty-eight percent of 1,811 Syrian refugee families in a camp in Jordan reported problems in properly caring for their children due to feeling disturbed or upset (UNHCR, 2013) .
Caregivers in refugee camps on the Syrian-Turkish border (ElKhani, Ulph, et al., 2016) , in Za'atari refugee camp in Jordan (IMC & UNICEF, 2013) , and in a conflict zone in northern Syria (El-Khani, Cartwright, Redmond & Calam, 2016) reported urgently wanting help in understanding how best to parent their children, but having little or no access to such support. They expressed a particular need for guidance in how to manage behavioral changes, such as increased aggression, nightmares and bedwetting, and emotional changes, such as increased fear and anxiety, which had resulted in exposure to conflict and displacement. Building the range of skills that parents and caregivers can use in conflict and displacement settings, in order to cope more effectively with both their children's mental health difficulties and their own, is essential and parallels the call for early intervention approaches (Mollica et al., 2004) . A recent systematic review identified few published studies of evidence-based parenting programs This document is copyrighted by the American Psychological Association or one of its allied publishers.
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in this context for enhancing mental health in families caring for children, especially in the Syrian crisis (El-Khani, 2015) . Humanitarian crises, such as the Syrian conflict, are often on a large scale, affecting millions, and demand assistance to large numbers of children as quickly as possible. They each come with unique political realities, on-the-ground difficulties, and insecurity to humanitarian workers. Existing health and social care infrastructures are weakened and both existing and humanitarian response resources are stretched leading to limited access to specialist mental health services.
Brief, protective mental health and psychosocial interventions which can be delivered with minimal training by nonspecialists (who do not have professional backgrounds in psychology or mental health) and which can be incorporated into humanitarian and development responses to allow wide and rapid dissemination are needed. One example of a program which has been designed for low resource, humanitarian contexts is the Children and War Foundation's evidence-based TRT program (Yule, Dyregrov, Raundalen, & Smith, 2013) . This program aims to reduce PTS in children and adolescents (aged 8 and older) exposed to conflict and has been used by nongovernmental organizations (NGOs) in a number of significant humanitarian contexts internationally, including the Syrian conflict. High acceptability of TRT was reported as well as large effect sizes for the intervention to reduce PTS, depression, and grief in a study during conflict in Palestine (Barron, Abdallah, & Smith, 2013) and moderate effects were found in Gaza (Qouta, Palosaari, Diab, & Punamäki, 2012) . Recent reports on mental health and psychosocial support provision for displaced Syrians recommended that programs such as TRT, which have been validated elsewhere, are promising but require evaluation in the Syrian context (Abbara et al., 2016; Syrian Health Network, 2015) . TRT training for those working with Syrian refugees has taken place in Lebanon and Turkey, but no systematic data are available yet for families displaced by the Syrian conflict.
TRT comprises five child sessions and two parent sessions. The parent sessions cover normalizing children's reactions in war and how caregivers can help themselves. Studies specifically assessing the parenting challenges Syrian displaced families face and their particular parenting needs have identified a high demand from caregivers for skills to manage their own stress and children's trauma-related behavioral and emotional changes (El-Khani, Cartwright, et al., 2016; El-Khani, Ulph, et al., 2016) . This is not covered in the TRT's two parent sessions. In response, the two parent sessions have been enhanced by adding three new parenting skills sessions to form a brief, 5-week combined child plus parenting program: TRT ϩ Parenting.
These three additional sessions were developed based on several factors. First, the user perspective was taken into account through studies of the parenting needs and challenges highlighted by previous qualitative research with Syrian refugees in this area (ElKhani, Ulph, et al., 2016) . These studies highlighted that parents were greatly struggling to care for their children and were making attempts to seek advice and support in how to better manage changes in their children's behaviors and emotions. Second, evidence-based parenting strategies that build self-regulatory skills and reduce child emotional and behavioral difficulties ascertained via systematic, meta-analytic, and combinative approaches were identified (Bentovim & Elliott, 2014; Kaminski, Valle, Filene, & Boyle, 2008 ; United Nations Office on Drugs and Crime [UNODC], 2009). These new TRT sessions were designed to complement the original sessions and cover understanding behavioral changes; increasing positive parent-child interactions; effective, consistent disciplinary approaches; listening and communicating; encouraging and facilitating play; and caregivers helping themselves, planning for the future, and building communities.
The primary aim of this study was to test the feasibility of delivering and evaluating TRT ϩ Parenting with families displaced by the Syrian conflict in preparation for a randomized controlled trial in this context. Specifically, the study examined the feasibility of recruiting and training local nonspecialist research staff and intervention facilitators in insecure environments, recruiting participants to the study, and child and caregiver engagement and retention in the intervention and study. The second aim was to provide preliminary data on the potential benefits of TRT ϩ Parenting for families; in particular, whether it might reduce children's trauma related stress and mental health difficulties and enhance positive parenting skills and confidence.
Method
The study received ethical approval from the University of Manchester Research Ethics Committee.
Study Design
This was a small pilot study and the first to test the feasibility of delivering and evaluating TRT ϩ Parenting. All participants received the intervention and no comparison arm was included in the study. A pretest-posttest design was used with seven outcome measures completed by caregivers and three by children 1 week before (T1) and 2 weeks after (T2) intervention delivery. Three weeks following study completion, eight caregivers were interviewed individually using Skype to explore the acceptability of TRT ϩ Parenting. The findings from the interviews are reported in a separate manuscript on the acceptability of TRT ϩ Parenting.
Study Setting
The study was conducted in a school for displaced Syrian children run by Generation Freedom in the Turkish town of Reyhanli on the Syrian-Turkish border. Generation Freedom is a suborganization of the NGO Watan that has extensive experience in providing on-the-ground humanitarian assistance in Syria and neighboring countries to those affected by the conflict in Syria. Generation Freedom specializes in educating and psychologically supporting children affected by the conflict. The town of Reyhanli is often a first stop for Syrian refugees escaping Syria to Turkey, and though many families remain for significant amounts of time, others may only spend a few weeks before moving on to other destinations. This fluidity in refugee movement produces challenges for research activities.
Participants and Eligibility Criteria
Participants were families with children who had been displaced by the Syrian conflict and were living in Turkey. Families were eligible to participate in the study if: (a) they had a child aged 8 or older, and (b) their child scored 17 or more on the Intrusion or This document is copyrighted by the American Psychological Association or one of its allied publishers.
Avoidance scales of the Children's Revised Impact of Events Scale (CRIES-13; Perrin, Meiser-Stedman, & Smith, 2005) , a scale validated with children exposed to armed conflict and designed to measure posttraumatic reactions in children.
The Intervention
TRT (Yule et al., 2013 ) is an evidence-based, manualized intervention (with an accompanying workbook) to help professionals working with children in conflict and displacement settings to teach children (aged 8 and older) in a step-by-step practical way to develop some skills and techniques which are helpful in coping with the psychological effects of war and violence and may prevent later problems from developing. The manual is not a treatment manual, but intended to prevent the need for later treatment.
TRT comprises five 2-hr child sessions delivered in groups of up to 15 children which cover memories, nightmares, flashbacks; difficulties in relaxing, concentrating, and sleeping; and fears associated with reminders of war. In addition there are two parallel 2-hr parent sessions cover normalizing children's reactions and caregivers helping themselves.
Studies with Syrian refugees of their parenting needs and challenges highlighted that they wanted help with understanding emotional and behavioral change and appropriate discipline techniques and how to build better communication with their children.
TRT's two parent sessions do not cover this. Based on this and that parental support is protective in contexts of armed conflict for children's psychological well-being, three additional TRT sessions were developed. These new sessions were designed to complement TRT's two parent sessions and included evidence-based parenting strategies that build self-regulatory skills and reduce child emotional and behavioral difficulties (active ingredients in parent skills programs) ascertained via systematic, meta-analytic, and combinative approaches (Bentovim & Elliott, 2014; Kaminski et al., 2008; UNODC, 2009) . with a selection of examples and areas for focus being drawn from prior interviews with parents and caregivers and literature from a wide range of sources on the refugee experience (El-Khani, Ulph, et al., 2016) .
The new parenting skills components (ϩParenting) included: understanding behavioral changes; increasing positive parent-child interactions through taking time to notice and praise desirable behavior; effective, consistent disciplinary approaches with the use of simple techniques such as behavior charts to reward desirable behavior, making use of materials that might be available in a low resource environment; techniques for using ignoring or quiet time to reduce unwanted behaviors; staying calm; how to establish routines even in difficult contexts; listening and communicating effectively; encouraging play, making use of available resources and attending to safety; caregivers taking care of themselves, helping caregivers to plan for the future, including security concerns, and building communities in settings of displacement.
Consumer and Professional Engagement/Consultation
Once the three additional sessions had been developed, preparatory, advisory interviews and focus groups were also undertaken with male and female refugee parents who had recently arrived in the United Kingdom from Syria in order to review the new materials, who thought the materials were useful and acceptable.
To ensure that the parenting skills matched need, advisory interviews were conducted with NGO workers in Syria and Turkey who were involved in providing humanitarian assistance to families who also found the materials acceptable. TRT was already available in Arabic translation. All the new materials were translated into Arabic, with back translation by a professional translator.
Recruitment of the Program Facilitators
Generation Freedom identified four teachers working in schools in the local community who could be trained in and deliver the program in the near future. Teachers were trained by the first author (AE), an approved TRT trainer and one of the coauthors of the Plus Parenting materials. Due to localized security concerns, staff were flown from the Syrian-Turkish border area to Istanbul to attend a 3-day training course.
Program Delivery and Fidelity
The program was delivered to two groups of families by four facilitators over five consecutive weeks with parent sessions held every Monday and child sessions every Wednesday of the same week. Parent sessions were held during school hours, while the children's sessions were held after school hours.
A detailed protocol was developed to support the facilitators throughout delivery of the program which included the provision of continued supervision and support by the first author (AE) from the United Kingdom via Skype, Whatsapp, and email.
Feasibility Criteria
Feasibility of recruitment of participants to the study was measured by recording the number of potential participants who: (a) were invited to an information session about the study, (b) attended the information session, (c) expressed an interest in wanting to take part, (d) were found eligible to take part using the CRIES, and (e) consented to take part in the study and their characteristics. Eligible families who declined to take part were asked if they were willing to share their reason(s) for not wanting to take part.
Feasibility of engaging/retaining participants in the study was assessed by recording the number of participants who withdrew from the study and the time point at which they withdrew. Participants who decided to leave the study early were asked if they would be willing to share their reason(s) for not wanting to continue. Adherence to completing study measures was assessed by recording the number of participants who completed the outcome measures prior to (T1) and after (T2) delivery of the program. The extent of measure completion, including how many items had been omitted, was recorded.
Feasibility of delivering the intervention and engaging/retaining participants in the program was measured by recording the number and duration of sessions delivered and the number of participants who: (a) attended each session, (b) completed the program, and (c) withdrew from the program. Participants who did not attend any of the sessions or did not finish the program were asked if they would be willing to share their reason(s) for this. This document is copyrighted by the American Psychological Association or one of its allied publishers.
Outcome Measures
Outcome measures were chosen based on those that had been used in previous efficacy and effectiveness trials of TRT and parenting programs.
Child Mental Health PTS. The CRIES-13 (Smith et al., 2003 ) is a well-developed, brief, child-friendly, self-report questionnaire designed to screen children aged 8 and above at risk for posttraumatic stress disorder (PTSD) in the aftermath of traumatic events. The 13-item scale, which can easily be administered by nonspecialists, includes three PTSD symptom clusters: intrusion (4 items; e.g., Do you think about it even when you do not mean to?), avoidance (4 items; e.g., Do you try not to talk about it?), and arousal (5 items; e.g., Do you have sleep problems?). Respondents are asked to rate individual items according to how often they occurred during the past week (Not at all ϭ 0, Rarely ϭ 1, Sometimes ϭ 3, 5 ϭ Often) and in relation to a specific traumatic event. Total scores range from 0 to 65 with a cutoff score of 17 or above on the four intrusion and four avoidance items having been found to correctly identify Ͼ80% of children with a diagnosis of PTSD (Stallard, Velleman, & Baldwin, 1999) . The measure has been used widely across different cultures and numerous countries including those affected by war and natural disasters. It has shown good reliability (Smith, Perrin, Dyregrov, & Yule, 2003) including in children as young as 5 years old (Deeba, Rapee, & Prvan, 2014) .
Depression and anxiety. The Depression Self-Rating Scale for Children (DSRS; Birleson, 1981 ) is an 18-item self-report questionnaire measuring depressive symptoms in children aged 8 -14 years. Children are asked to judge whether each statement applies to them over the previous week and then estimate on a 3-point scale whether this is true "Sometimes," scored as 1, "Never" or "Most of the time," scored 0 or 2 depending on the positive (e.g., "I sleep very well.") or negative (e.g., "I feel like running away.") tone of the item. Nondepressive items, scored as 2 (Never) and 0 (Most of the time), include Items 1, 2, 4, 7, 8, 9, 11, 12, 13, and 16 , and depressive items, scored as 0 (Never) and 2 (Most of the time), include Items 3, 5, 6, 10, 14, 15, and 17. Higher scores indicate a higher level of depressive mood. Good psychometric properties have been demonstrated in child and adolescent populations including moderate to high internal consistency (Ivarsson, Gillberg, Arvidsson, & Broberg, 2002) .
The Screen for Childhood Anxiety Related Disorders (SCARED; Birmaher et al., 1997 ) is a child self-report and caregiver-report instrument developed to screen children aged 8 to 18 with anxiety disorders. Forty-one items reflective of the Diagnostic and Statistical Manual of Mental Disorders (4th ed.; DSM-IV; American Psychiatric Association, 1994) criteria for anxiety disorders in childhood ask how the child may have felt over the previous three months (e.g., "I am nervous") on a three-point scale from "Not true or hardly ever true," to "Very true or often true." The scale yields five subscales: Panic Disorder or Significant Somatic Symptoms (13 items), Generalized Anxiety Disorder (9 items), Separation Anxiety, Social Anxiety Disorder, and Significant School Avoidance (4 items). A total score and subscale scores are calculated by adding the items together with higher scores indicating higher levels of symptoms. A total score Ն25 may indicate the presence of an anxiety disorder. Total scores at or above 7, 9, 5, 8, and 3 for the subscales, respectively, are indicative of clinical levels of symptoms. Both child and parent versions have demonstrated good internal consistency and test-retest reliability discriminative validity (both between anxiety and other disorders and within anxiety; Birmaher et al., 1999) . The questionnaire demonstrated high internal consistency and good test-retest reliability over a 2-week period and satisfactory parent-child agreement in a large community sample of children and adolescents in Saudi Arabia (Arab, Keshky, & Hadwin, 2016) . The five-factor structure also had a good fit in this sample.
The Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997 ) is a widely used tool completed by children, caregivers and teachers to screen children for emotional and behavioral difficulties over the last six months. Twenty-five items, rated on a 3-point Likert scale ranging from 0 (Not True) to 2 (Certainly True), form five subscales, each with five items, including Emotional Problems (e.g., "Often unhappy, downhearted or tearful"), Conduct Problems (e.g., "Often fights with other children"), Hyperactivity (e.g., "Easily distracted, concentration wanders"), Peer Problems (e.g., "Rather solitary, tends to play alone") and Prosocial Behavior (e.g., "Considerate of other people's feelings"). Items 7, 11, 14, 21, and 25 are reverse scored. Total scores for subscales range from 0 to 5 and the overall total score (sum of the subscales except for Prosocial Behavior) ranges from 0 to 25, with higher scores indicating a higher level of difficulties. Cutoffs of Ն17, 5, 4, 7, 4 for Total Difficulties, Emotional Problems, Conduct Problems, Hyperactivity, and Peer Problems, respectively, and Ն4 for Prosocial Behavior indicate clinical levels of symptoms. Single informant ratings have shown satisfactory reliability and validity ) across culturally diverse settings (Mullick & Goodman, 2001 ) including in Arab-speaking countries (Yemen; Alyahri & Goodman, 2006) where adequate discrimination between community and clinic 5-10-year-old children has been established.
The Child Adjustment and Parenting Efficacy Scale (CAPES; Morawska & Sanders, 2010 ) is a 27-item self-report questionnaire with 24 items assessing behavioral and three emotional adjustment problems scored by a 3-point Likert scale of how true descriptions are of their child ranging from 0 -3 (not at all) to (very much): for example "Loses their temper." The CAPES provides subscale scores on children's emotional and behavioral problems by calculating scores for emotional problems (with a possible range of 0 -9 for each child), behavioral problems (possible range is 0 -72) and a total intensity score (possible range is 0 -81). CAPES is also utilized to measure parent's self-efficacy in dealing with their children's emotional and behavioral disturbances. Parents are required to rate their confidence levels in handling each of 19 problematic behavior items on a scale ranging from 1 to 10. Parental efficacy is scored by summing all parent confidence ratings (rated on a scale from 1 ϭ certain I cannot do it to 10 ϭ certain I can do it). Parent efficacy scores can range from 19 -190, with higher scores indicating greater levels of parent efficacy. Both the intensity and self-efficacy scales have demonstrated good internal consistency and adequate convergent and discriminant validity in a large sample of 347 parents of children aged 2-12 years (Morawska, Sanders, Haslam, Filus, & Fletcher, 2014) .
Parenting
The Parenting Scale (PS; Arnold, O'Leary, Wolff, & Acker, 1993 ) is a 30-item, self-report measure that assesses parenting This document is copyrighted by the American Psychological Association or one of its allied publishers.
skills and confidence. For each item, the parent is presented with a scenario (e.g., when my child misbehaves) and two different possible ways of managing the situation (e.g., "I do something right away"/"I do something later"). The parent is asked to rate on a 7-point Likert scale the behavior from the two different choices that best describes their style of parenting in response to the scenario during the past two months. This measure has three subscales which provide Laxness (11 items), Over Reactivity (10 items), Verbosity (7 items) and total scores. Total scores are calculated by averaging the sum of scores for all items to yield the total score and for subscale items to yield the subscale totals. Low scores indicate high levels of parenting competency whereas high scores represent dysfunctional parenting styles of caregivers. Satisfactory psychometric properties have been found for this scale including good reliability and discriminative validity.
Caregiver Mental Health
The Impact of Events Scale Revised (IES-R; Christianson & Marren, 2012) measures the effects of acute stress and traumas in adults using 22 items rated on a 5-point Likert-type scale as 0 (not at all), 1 (a little bit), 2 (moderately), 3 (quite a bit), and 4 (extremely). IES-R is designed to cover three components of PTSD: intrusion, hyperarousal, and avoidance. A total score of 24 or above on this test indicates that the respondent has a high likelihood of being diagnosed with full or partial PTSD (Asukai et al., 2002) . The IES-R has been found to be a solid measure of PTS with good internal consistency and concurrent and discriminative validity in addition to support for a three-factor structure (Beck et al., 2008) .
The Depression-Anxiety-Stress Scale (DASS; Lovibond & Lovibond, 1995 ) is a 21-item self-report measure used to assess the symptoms of depression, anxiety and stress in individuals. Each item is scored on a scale from 0 (does not apply to me at all) to 3 (applies to me very much). The three subscales, Depression (7 items), Anxiety (7 items), and Stress (7 items) are calculated by generating the sum of their identified item responses. A severity rating scale can be used to ascertain the degree of severity of symptoms of depression, anxiety, and stress, relative to the general population. Validity and reliability of the questionnaire in evaluating severity of symptoms of depression, anxiety, and stress has previously been proved by several studies (Henry & Crawford, 2005; Nieuwenhuijsen, de Boer, Verbeek, Blonk, & Van Dijk, 2003) .
The CRIES-13, DSRS, SCARED, SDQ, and DASS were available in Arabic online. The remainder (CAPES, PS, and IES-R) were translated for the purpose of this study by a professional translator with experience in psychological measures translation in Arabic, and then back translated for accuracy. The CRIES-13, SDQ, and PS have been validated with this particular population (Gormez et al., 2017; Özer et al., 2013; Veronese, & Pepe, 2013) .
Recruitment of the Field Researcher
A school counselor working for Generation Freedom was appointed to work as a part-time research assistant in the field. The first author (AE) trained the research assistant via Skype in how to use the CRIES to screen children for eligibility to take part in the study and how to administer the outcome measures. The research assistant had previous experience in administering mental health outcome measures.
Sample Size
The emphasis in this study was on the feasibility of delivering and evaluating TRT ϩ Parenting to inform a future randomized controlled trial. Therefore, a formal power calculation was not conducted because the statistical significance of any findings were not the primary focus of the outcomes analysis.
Recruitment and Procedure
Children aged 8 and older who attended the Generation Freedom-run school were given a participant information sheet by their classroom teacher for the study to take home to their caregivers. Families were invited via a self-selection process to attend an evening information session at the school if they were interested in taking part in the study where they were given verbal information and a participant information sheet about the study by teachers and any questions parents had were answered. Families who wanted to take part in the study were assessed for eligibility at the same time as the information session via a one-stage screening process in which children completed the CRIES (as described previously). Eligible families were given 24 hr to decide to take part in the study. Families wanting to participate contacted the school and were invited to the school to complete the outcome measures in a group session with other families. Families who were not eligible were offered a leaflet with relevant parenting advice and details of services for assistance. The first parent session and child session were delivered 7 and 9 days after baseline outcome measures had been completed respectively. The program was delivered in classrooms at the school over a period of 5 weeks. Two weeks following completion of the program, families were invited to the school to complete the outcome measures again in a group session with other families. Paper questionnaires were transferred to the United Kingdom 9 days following postintervention data collection where data were entered separately by two researchers with support from a bilingual researcher as necessary and cross-checked by a third researcher.
Data Analysis
IBM SPSS Statistics for Windows Version 22 was used for data entry and analysis of the outcome measures. Prior to analysis, data were checked for normality and outliers. First, to assess outcome measure completion, descriptive statistics were obtained for missing data on the total scores and subscales of the outcome measures. For the SDQ, the scoring algorithm was followed as per the scoring instructions for missing data to calculate total scores. Available case analysis was used for all other missing data. In order to compare scores pre-and postintervention, because of the small sample size, Wilcoxon signed-ranks tests were carried out. To further examine any clinically relevant change, where cutoffs were available, the proportion of scores at or above clinical cutoffs was calculated. This was undertaken for the total scores and subscales of the SDQ, SCARED (Child Version), and SCARED This document is copyrighted by the American Psychological Association or one of its allied publishers.
(Parent Version). No further analyses were carried out due to the small number of participants in cell counts.
Results

Feasibility of Recruitment of Program Facilitators and a Field Research Assistant
Four school teachers and one research assistant were partially relieved of their staff duties to take part in this study. Generation Freedom was motivated and believed in the need for their staff to be trained on the TRT ϩ Parenting program, and felt this would be a valuable resource to be equipped with due the large number of children they supported that were struggling with PTS. During the duration of the study, external staff were brought in to cover the teaching duties of the facilitators so there was no disruption to the day-to-day running of the school.
Support was provided to facilitators by way of biweekly Skype meetings with the first author and trainer (AE) in which facilitators were given an opportunity to ask questions about the upcoming sessions or discuss challenges or feedback from sessions that had been completed. This method proved feasible as the Internet connection was most often very strong in the school allowing for the telemeetings. Facilitators commented that the manual was easy to understand and straightforward, thus they felt secure in their ability to successfully run the sessions as set out in the manual. Feedback from the trained teachers was very positive and they commented that the skills they have been trained on have impacted their daily interaction with the children they teach. Much effort is now placed in the school to engage families to come together and support their children.
Feasibility of Recruitment of Families
Fourteen Syrian refugee families, including 14 mothers and 16 children, took part in the study. Fathers were also invited to take part, yet only mothers attended. Table 1 shows the participant characteristics. Families had been displaced from their homes in Syria to their current location for between 1 and 36 months (M ϭ 17.15 months) and been displaced twice on average. Half the children were male and half were female with an age range of 6 -12 years (M ϭ 9.94 years). All caregivers were female and married; 10 were living with their husbands. Five had completed high school; seven husbands had completed high school. Most caregivers were not working (57%) and, except for two, all husbands were working or looking for a job.
All children (96 families) in four classes in one school received the study participant information sheet. Forty-three of these families responded and attended the information session, yielding a response rate of 45%. All 43 families wanted to take part in the study and were screened using the CRIES measure. Fourteen families were found eligible to participate, and all consented to take part. Two children in two of the families took part, therefore the total number of children was 16 (n ϭ 16).
Feasibility of Engaging/Retaining Families in the Study
Thirteen families (92.86%) completed the study; one family moved to another location during the study. No families withdrew consent before, during, or after intervention delivery. The researcher assisted all parents to complete questionnaires. Initially, four parents met the researcher in a group format to complete the measures together, but as all mothers struggled with completing the questionnaires independently, the researcher then decided to meet all mothers individually. Mothers struggled with the scaling of the various measures as each one was different, therefore the research assistant ensured mothers understood what each number represented on each scale. In addition, some items proved challenging for mothers to understand; for most mothers this was the first time they had completed a questionnaire, and they often wanted to check with the research assistant that they understood the question correctly before answering. A small percentage of missing items (Table 2 ) was recorded for most of the question- naires. Data were more complete preintervention than postintervention for parents. A higher percentage of missing items was observed on the CAPES postintervention due to the omission of all 19 parent efficacy questions by one parent. Similarly, one child omitted responses on the SCARED (Child Version) preintervention, resulting in a higher percentage of missing items.
Feasibility of Engaging/Retaining Families in the Intervention
The percentage of intervention sessions delivered was 100%, with all sessions delivered as planned and no sessions canceled. All 13 families, including all parents and children who completed the intervention, attended all sessions. Tables 3 and 4 report the means, standard deviations, and z scores for all the outcome variables for children and parents, respectively. Table 5 shows the proportion of children with scores at or above clinical cutoffs on the SDQ, SCARED (Child Version), and SCARED (Parent Version).
Potential Benefits of the Intervention
Changes in Ratings of Child Adjustment and Behavior From Pre-to Postintervention
A significant reduction was seen on the CRIES Intrusion measure (z ϭ Ϫ2.264, p ϭ .024). The intervention also led to a significant decrease in parent-reported child behavioral problems measured using the CAPES questionnaire, (z ϭ Ϫ2.048, p ϭ .041). A significant intervention effect was found for the total scores of the CAPES measure indicating a significant decrease in the total intensity of problems in children as reported by parents (z ϭ Ϫ2.36, p ϭ .018).
Changes in Ratings of Parenting Skills From Pre to Post Intervention
The Parenting Scale showed significantly improved ratings from pre-to postintervention. Parental laxness was rated as significantly lower postintervention, (z ϭ Ϫ2.133, p ϭ .033), and parental overreactivity was also significantly reduced (z ϭ Ϫ2.042, p ϭ .041). Total scores on the Parenting Scale decreased postintervention compared with preintervention, (z ϭ Ϫ2.275, p ϭ .023). A significant intervention effect was also found for parenting efficacy as measured by the CAPES with scores significantly higher postintervention compared with preintervention, (z ϭ Ϫ2.497, p ϭ 0 .013) indicating increased perceived efficacy.
Intervention Impact on Parental Mental Health
No significant effect of the intervention was found for parental mental health postintervention compared with preintervention as measured by the IES-R and the DASS.
Discussion
The aim of this study was to investigate the feasibility of delivering and evaluating TRT ϩ Parenting with families displaced by the Syrian conflict. The project was successful in recruiting and training a local part-time research assistant to run the evaluation and ensure completion and return of questionnaires, and in identifying teachers who could train as intervention facilitators. The program appeared highly feasible for the facilitators to deliver, with supervision and consultation provided successfully via social media by a trainer in the United Kingdom. While the teachers who were trained to become TRT ϩ Parenting program facilitators did not have prior experience in delivering trauma and family skills programs, they successfully delivered all sessions, indicating that TRT ϩ Parenting can be used by those working with families without prior training in psychological techniques.
There was comprehensive completion of outcome measures, with very few missed items. Although all participants were literate, they all struggled to complete the questionnaires and were assisted by the researcher. Most described never having Note. CRIES ϭ Children's Revised Impact of Events Scale; DSRS ϭ Depression Self-Rating Scale; SCARED ϭ Screen for Childhood Anxiety Related Disorders; SDQ ϭ Strengths and Difficulties Questionnaire; CAPES ϭ Child Adjustment and Parenting Efficacy Scale; IESR ϭ Impact of Events Scale-Revised; DASS ϭ Depression-Anxiety-Stress Scale. a The number of children who filled in questionnaires was 16 for preintervention (n ϭ 16) and 14 for postintervention (n ϭ 14). b One child did not complete all 41 items of the SCARED (Child Version). There were two missing items (.33%) when the child is excluded.
c The number of parents who filled in questionnaires was 14 for preintervention (n ϭ 14) and 13 for postintervention (n ϭ 13).
d One parent did not complete all 19 questions of the parental self-efficacy component of the CAPES. Excluding that parent, there were two missing items (.36%). This document is copyrighted by the American Psychological Association or one of its allied publishers.
completed a questionnaire before; for others it was a challenge as they were not used to discussing the issues that the questionnaires explored. The researcher described a big change in parents when they completed the measures again at T2, saying;
I do not think they even knew what problems they had when they started. It took much longer [filling in measures] than we expected.
They paused at each question and wanted to think about it a lot. I think it scared them when they had to face questions about their children's problems.
Adequate time and support for measure completion must be considered in the study design when working with populations that may not have experience in completing study measures in order to Note. CRIES ϭ Children's Revised Impact of Events Scale; DSRS ϭ Depression Self-Rating Scale; SCARED ϭ Screen for Childhood Anxiety Related Disorders; GAD ϭ Scared Generalized Anxiety Disorder subscale; SDQ ϭ Strengths and Difficulties Questionnaire; CAPES ϭ Child Adjustment and Parenting Efficacy Scale. ‫ء‬ The sum of positive ranks is equivalent to the sum of negative ranks. Note. CAPES ϭ Child Adjustment and Parenting Efficacy Scale; IESR ϭ Impact of Events Scale-Revised; DASS ϭ Depression-Anxiety-Stress Scale. This document is copyrighted by the American Psychological Association or one of its allied publishers.
get accurate results. This is particularly important when pre-and postmeasurement is required, as the caregiver's point of view and understanding of the measure may change from the first encounter with a questionnaire measure at baseline. Measurement was, however, feasible, given support. Participant recruitment was rapid and there were very high levels of retention and engagement with the program content. Thirteen out of the initial 14 families who began the program completed it (92.8%), with only one mother withdrawing her family from the program because they moved to another location. The percentage of sessions delivered was 100%, with no sessions canceled and all sessions attended by all participants, with the exception of the members of the family who moved away.
With regard to the potential for the intervention to benefit families, the comparison of pre-to posttest results suggests that the intervention led to a significant decline in the Intrusion scores reported by children on the CRIES, indicating a reduction in one sign of PTS. There was also a reduction in parent-reported behavioral problems in children on the CAPES and a significant decrease in the total intensity of problems in children reported by parents on this measure. The intervention also impacted parenting skills with significantly lower scores postintervention on caregiver laxness, overreactivity, and total scores. A significant effect was also found for parental efficacy postintervention. No effects, or indications of likely effects, were found on parental mental health. Considering the preliminary nature and the small sample size of the data, the results of the current study provide some initial support for the potential of TRT ϩ Parenting to be an effective brief program for supporting refugee children and their families to reduce signs of PTS, thus enhancing children's mental health, and to increase parents' use of effective strategies and their sense of self-efficacy. These reflect key elements of the specific parent competencies addressed by the new parenting skills materials.
The extremely high attendance and completion rates seen highlight the families' willingness to engage and indicates the need for such a program. The engagement with the program content was illustrated by a quote from one mother interviewed after program completion:
We really gained a lot. We learnt so many different techniques. We couldn't wait for each Monday to come so that we would come back and learn some new things and pick up some more things and find out how to do different things.
TRT ϩ Parenting was developed to meet the needs identified by parents in caring for their children (El-Khani, Cartwright, et al., 2016; El-Khani, Ulph, et al., 2016) . One such need was support in dealing with their children's increased problematic behavior. The three additional parent sessions covered techniques on how to reinforce desired behavior and decreased problematic behavior. The significant decrease in behavioral problems and total intensity of problems in children (as measured by the CAPES), is a strong indicator that parents were better able to manage their children's behavioral problems. No significant effect was found for SDQ scores. This was a small preliminary study, and it may be that the measure was less sensitive to change than the CAPES. The significant reductions in caregiver laxness, overreactivity, and total scores of the Parenting Scale, in addition to a significant increase in parental efficacy indicate that the additional parenting skills sessions added to the original TRT program were successful in the aim of increasing parents' competence and supporting them in building context-sensitive skills to better care for their children.
TRT aims to reduce PTS in children. It was apparent that the reality for families affected by conflict and displacement was that often several family members had experienced mental health difficulties (UNHCR, 2013). It may be useful for future studies to test the effects of making greater use of trauma recovery techniques to support parents and caregivers too.
Limitations
This study was a small pilot study and was the first step in conducting a series of larger studies to deliver and evaluate TRT ϩ Parenting in a conflict and displacement setting. There are a number of limitations that should be taken into consideration. First, information on adherence of the intervention facilitator to the contents of the intervention sessions was not recorded and monitored. This study was managed remotely from the United Kingdom due to adherence to United Kingdom. Foreign Office recommendations that it was not safe for United Kingdom citizens to travel to the border area at the time of study implementation. Instead, four school teachers traveled to Istanbul where they were trained as facilitators of TRT ϩ Parenting by the trainer (AE). They then returned to the border community and conducted the intervention in the school where they taught, with support from a locally recruited research assistant. A detailed protocol was provided and applications such as Skype and Whatsapp were used to provide easy communication and support for the group. Second, the lack of a comparison group or extended baseline also means that any conclusions drawn can only be tentative. It is possible that the benefits reported by, and observed for, the current participants are unique to this sample or context, an issue which can be addressed by running further studies with larger participant groups. Third, the initial stage of recruitment of families to the intervention was a This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
self-selection process in which families were provided with written information about the intervention and those interested attended an information session. This may produce a self-selection bias in that those families that came forward may not be representative of the population being studied. Fourth, not all of the outcome measures had been validated for use with this particular population. Fifth, due to constraints imposed by funding, the setting, and anticipated movements of families, the longer term impacts of the intervention were not assessed, therefore we cannot evaluate whether effects observed were maintained over time. We do not know, therefore, whether the intervention made lasting changes to family relationships and parents' management of their own stress and children's trauma-related behavioral and emotional changes. Finally, no fathers took part, though they were invited to join the program; only mothers attended. Though, Syrian refugee fathers did form part of the consultation group in the United Kingdom, reviewing the manual. In summary, the findings of this study indicate that TRT ϩ Parenting can be feasibly delivered and evaluated with Syrian refugee families in temporary homes following displacement. The preliminary outcome data suggests that TRT ϩ Parenting may have the capacity to significantly improve the mental health and wellbeing of children and families. It is an empirical question how widely the program can be used, and randomized controlled trials are required. However, the fact that the original TRT program has been widely used in humanitarian contexts gives an indication that it may well have the potential to be valuable. If effective, the program has the potential to be used with families resettled in countries neighboring conflict zones and across Europe, and to contribute to filling a gap in the provision of mental health assistance for refugee families. It has the potential to benefit a wide range of organizations trying to make a positive contribution to refugee well-being, and could be used in a range of ways: for example, via employers to assist refugees struggling with the effects of conflict and displacement on their families. Future research using randomized controlled trials, and long-term followups are needed to determine the effectiveness of this program for improving both short-term and long-term outcomes for parents and children displaced by conflict.
